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SEER Stat Fact Sheets, available at http://seer.cancer.gov/ statfacts/html/thyro.html 



Franceschi & Wild, 2013



Incidence of the 12 most frequent cancers is illustrated in adolescents and young 
adults (AYAs) ages 15 to 39 years of age 
from 2004 through 2009

Surveillance, Epidemiology, and End Results 
[SEER] 18 registries



Davies & Welch, 2014

Incidenza annuale per istotipo



Pellegriti et al., 2013



Ahn et al., 2014; Davies & Welch, 2014



Modificato da Pellegriti et al., 2013

L’incidenza di cancro della tiroide è in significativo aumento in tutto il mondo:
possibili ragioni

L’aumento è apparente (non più cancri, ma più diagnosi)

• Ampia diffusione di procedure diagnostiche (ecografia e citologia su agoaspirato)
• L’aumento di incidenza riguarda prevalentemente i microcarcinomi
• L’aumentata diagnosi di microcarcinomi incidentali è dovuta a:

-le tiroidectomie totale per le lesioni benigne sono più frequenti
-gli esami istopatologici sono più dettagliati
-la scoperta incidentale di noduli tiroidei durante altri accertamenti sono più frequenti

• Era già nota la elevata frequenza di piccoli cancri tiroidei non noti come reperto autoptico
• Migliore accuratezza dei Registri

L’aumento è reale (più cancri per variazione fattori di rischio)

• Sono aumentati anche i tumori grossi
• L’incidenza dei tumori grossi non si è ridotta, come ci si attenderebbe 

da diagnosi più precoce
• Solo il carcinoma papillare è aumentato
• La migliore accuratezza dei registri avrebbe portato ad aumenti incidenza 

anche per altri tumori



Aumentata radiazione
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Fonti di esposizione a radiazioni

Sinnott et al., Endocr Rev 2010
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Pellegriti  et al,  J Natl Cancer Inst 2009





Ahn HS, and Welch HG, NEJM 2015



Approximately 228,000 cases diagnosed in 
women in the United States between 1988 and 
2007 would be considered overdiagnoses . 
Corresponding numbers are 65,000 in Italy, 
46,000 in France, and 36,000 in Japan. 
Among South Korean women, overdiagnosis
accounted for approximately 77,000 extra cases 
of thyroid cancer between 1993 and 2007

The number of overdiagnoses was smaller but 
still substantial in Australia (10,000), England 
and Scotland (7000), and the Nordic countries 
(Denmark, Finland, Norway, and Sweden; 6000)



Vaccarella et al., NEJM 2016

Overall, we estimate that more than 470,000 women and 90,000 men may have been 
overdiagnosed with thyroid cancer over two decades in these 12 countries, with steady 

incremental increases over time and little evidence of stabilization. 



 1 cm                     
clinically evident or not, with or without

extrathyroidal extension, unifocal o multifocal

Thyroid papillary microcarcinoma

Edge SB, Byrd DR, Compton CC, Fritz AG, Greene FL, Trotti A, et al. 
AJCC Cancer Staging Manual. 7th ed. New York, NY: Springer-Verlag; 2010
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Papillary microcarcinomas: diagnosis
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Microcarcinomas: clinical features

Pacini, 2012

Mean 11 %        28%



Machens, 2004

microcarcinoma
tumor size as a risk factor
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Machens, 2004
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Wang et al, World J Surg 2014

29,512 patients with PTC <1 cm (PTMC) 
identified in the SEER database between 1988 and 2010

PTMC: excellent prognosis



Moon et al., Endocr Pract 2014

Intrathyroidal small 
focus, adjacent to 

the capsule

Intrathyroidal
small focus

Perithyroidal
fat invasion

Terapia: l’importanza della sede



2015 ATA Guidelines, Haugen et al, Thyroid 2016
Cosa cambia?
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2015 ATA Guidelines, Haugen et al, Thyroid 2016
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2015 ATA Guidelines, Haugen et al, Thyroid 2016



Momesso, JCEM 2016

Response-to-therapy Reclassification in Differentiated Thyroid Cancer 
Patients Treated with 

Total Thyroidectomy without RAI Remnant 

<0.2 ng/ml

>5 ng/ml

0.2-5  ng/ml



ATA Initial risk stratification
Low-Intermediate-High risk

Dynamic risk stratification

Response to
initial therapy

Things change over time
Not all low risk stay low risk…
Not all high risk stay high risk

2015 ATA Guidelines, Haugen et al, Thyroid 2016
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Castagna  et al, EJE 2011



Il follow –up con la stratificazione dinamica del rischio

This approach allows the individual patient’s clinical 
picture to change from a fuzzy image at initial diagnosis to 

a sharp crisp picture as new data are obtained over time 
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ATA guidelines 2015
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